Neovascularisation in proliferative diabetic retinopathy is characteristically confined to the posterior retina. How ever, fibrovascular proliferation or postoperative reprolif eration may occur well anterior to the equator and extend to the ora serrata; when associated with an extensive ret inal detachment, surgical management of such anterior membranes may prove difficult.
The treatment of associated retinal detachments by vit rectomy and epiretinal membrane dissection is an estab lished method with reproducibly good results. I 4 The usefulness of silicone oil as a tamponading agent in the management of particularly complicated retinal detach ments in diabetic eyes has been documented. ' (, Its use allows for early postoperative photocoagulation, pro longed closure of retinal breaks and for confinement of postoperative haemorrhage. However silicone oil may result in anterior segment complications such as cataract, glaucoma and keratopathy.
, -9 In the posterior segment its major disadvantage is late reproliferation of epiretinal membranes and subsequent retinal redetachment with or without associated retinal breaks. lo II The latter can be dif ficult to manage and may preclude the removal of silicone oil at that stage.
The purpose of this paper is to describe the delayed occurrence of tractional retinal detachments associated with enlarged tension tears following epiretinal reprolifer ation after vitrectomy and silicone oil tamponade for dia betic retinal detachments.
The epiretinal traction was relieved by the occurrence of inferior breaks which subsequently enlarged and coa lesced to form spontaneous relieving retinotomies. This process appears to be relatively benign as it remains lim ited to the peripheral retina, permitting the posterior retina to remain attached.
MATERIALS AND METHODS
We reviewed six patients who underwent closed intra ocular microsurgery with silicone oil tamponade for trac tional or combined rhegmatogenous/tractional retinal detachment associated with advanced proliferative dia betic retinopathy. The operations took place at Moorfields Eye Hospital between June 1989 and January 199 1. Three patients were male, three female. The age range was 28-62 years, with a mean of 38.3 years (Table I ). Five eyes in five patients underwent primary vitrectomy. delam ination of epiretinal membranes, fluid/air exchange when indicated, peroperative endolaser photocoagulation, and silicone oil tamponade. One patient had undergone pre vious vitrectomy, delamination, fluid/SF(, gas exchange, but the retina had redetached, so necessitating further surgery.
RESULTS
In the six patients we observed, the duration of traction ret inal detachment prior to surgery was between six and nine months. The onset of reproliferation ranged between two and four months with a mean of 3.2 months. The common est site of reproliferation was the inferior retina at six o' clock.
In all six patients tension tears inferiorly were noted at four months, with development of inferior retinal detach ment anterior to the equator ( Extension and coalescence of tension tears to form a spontaneous relieving retinotomy (Fig. 4) occurred between five and seven months (mean 5. 8 months), and in all six patients the retina posterior to the equator has remained attached over a minimum of 12 months follow up.
ILLUSTRATIVE CASE REPORTS Case 1
A 62 year old male diabetic was referred in December 1990 for surgical management of combined tractional and rhegmatogenous retinal detachment in the right eye. Visual acuities at that stage were counting fingers in the right eye and 6/60 in the left eye. Because of moderately dense cataract, extracapsular cataract extraction was per formed, together with vitrectomy and delamination of epi retinal membranes well anterior to the equator. At surgery, a large break was noted in the superotemporal periphery, and fluid/air exchange followed by endolaser retinopexy and then air/silicone oil exchange performed. Immediately after surgery, the retina was reattached, but over the ensuing four months an inferior tractional ret inal detachment developed followed by tension breaks and the entry of silicone oil into the subretinal space. These breaks coalesced to form a large spontaneous retinotomy, and the subretinal oil appeared to join the main oil globule in the vitreous cavity. The patient has been followed up for eight months, and the retina has remained stable with a small localised glo bule of subretinal oil in the inferotemporal periphery, but the posterior retina attached, and visual acuity remains 6/36.
Case 2
A 32 year old female diabetic was referred in October 1989 for surgical management of tractional retinal detach ment in the right eye. Visual acuities at presentation were counting fingers in the right eye and 6/6 in the left eye. In the right eye there was extensive fibrovascular prolifer ation, with a 'table top' tractional retinal detachment involving the macula. Vitrectomy and delamination of epiretinal membranes were performed, but no retinal break was found at the time of surgery. Endolaser pamet inal phototocoagulation was applied where possible, and in view of the extensive detachment and retinal ischaemia fluid/silicone oil exchange performed. The retina remained attached for six weeks, but thereafter marked reproliferation of fibrovascular tissue was noted nasal to the optic disc associated with a tractional retinal detach ment involving the macula. Further delamination and seg mentation of epiretinal membranes posterior to the equator was performed, but reproliferation occurred again involving the anterior retina inferotemporally. Seven weeks later, a large inferior tension tear was noted and this was associated with subretinal silicone oil. Further tension tears then developed adjacent to the original break and these subsequently coalesced to form a spontaneous retinotomy.
The retina has remained stable over 18 months follow up, with a small inferotemporal pool of subretinal silicone oil, but the retina otherwise remaining attached, visual acuity being 6/24.
Case 3
A 28 year old male diabetic was referred for vitrectomy to the right eye in June 1989. In spite of extensive pametinal photocoagulation to both eyes, visual acuities at that stage were counting fingers in the right eye and light perception in the left eye. Fundal examination of the right eye showed a very active posterior fibrovascular proliferation associ ated with a combined tractional and rhegmatogenous ret inal detachment involving the macula. The left eye was considered inoperable. We would wish to comment upon the apparently benign behaviour of peripheral reproliferation in the presence of silicone oil and emphasise the slow course of events lead ing to stabilisation of the retina, allowing the posterior ret-
